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Ortner's Syndrome is a rare clinical entity, first
described in 1897.1 It describes left recurrent
laryngeal nerve palsy resulting from identifiable
cardiovascular disease. For this reason it is also
known as cardiovocal syndrome.2 The various
underlying conditions includes mitral stenosis,
septal defect, mitral valve prolapse and aortic
aneurysm.3 4'5 We present a case of left vocal
cordparalysis secondarytoalargethoracic aortic
aneurysm.
CASE REPORT An 81-year-old man attended
ENT outpatients with a 4-week history of
hoarseness. Clinical examination and
laryngoscopy revealed paralysis ofthe left vocal
cord,butwasotherwiseunremarkable. Thepatient
was a non-smoker and had no other related
symptomatology. Contrast-enhanced computed
tomography (CT) of the neck and thorax was
performed on a helical CT scanner (Siemens
Somatom Plus S, Siemens, Erlangen, Germany).
Data was acquired using a 10mm slice, 14mm
feed, pitch 1.4, algorithm. This demonstrated a
large aneurysm of the thoracic aorta, measuring
70 x 70 mm, (figure). No other pulmonary or
mediastinalabnormalitywasidentified. Anurgent
outpatient cardiac surgical opinion was sought,
butunfortunately thepatientdied suddenly afew
days later.
DISCUSSION
The left vagus nerve descends into the superior
mediastinum between the left common carotid
and subclavian arteries before traversing the left
side ofthe aortic arch. Atthis level itgives rise to
the left recurrent laryngeal nerve which hooks
around the ligamentum arteriosum before
ascending in the groove between the oesophagus
and trachea.6'7 It continues along this groove to
supply all the muscles acting on the left vocal
cord, with the exception ofcricothyroid.8
Several studies have identified left-sided vocal
cord paralysis to be commoner than right,
including those due to extra-laryngeal causes,
such as thoracic aortic aneurysm.8'9 The causes
of unilateral vocal cord paralysis are numerous,
the commonest being neoplasia.10 11 Neoplasms
account for 32% of cases, closely followed by
surgical intervention, 30%, with 16% idiopathic
and 11% traumatic.8 It has been noted that as
manyas5% ofthoracicaorticaneurysmsmanifest
clinically as hoarseness secondary to recurrent
laryngeal nerve palsy.12 Underlying cardiac
disease represents only a fraction, although this
is well documented, even in infancy.2'3 12,13,14
Fig. Contract enhanced axial CT demonstrating large
thoracic aneurysm at the level of the aorto-
pulmonary window.
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This vocal cord paralysis is due to compression
or traction on the left recurrent laryngeal nerve
between the aortic arch and nearby structures,
chiefly the pulmonary artery.4 '5
The role of imaging in the diagnostic algorithm
of vocal cord paralysis is crucial. Review of
existing plain chest radiographs and referral for
plain chest radiograph or computed tomography
(CT) imaging should be considered in cases of
assumed idiopathic vocal cord paralysis,
especially with a cardiovascular history. CT has
beenshowntobeofparticularvalueforidentifying
abnormalities in the aorto-pulmonary window 7
as in this case.
In conclusion therefore, we wish to highlight the
importanceofimaginginpatients withidiopathic
vocal cord paralysis. In particular we wish to
emphasise the role of contiguous contrast-
enhanced CT imaging from the base ofthe skull
to the aortic arch.
REFERENCES
1. Ortner, NI. Recurrenslahmung bei Mital Stenose.
Weiner Klinische Wochenschrift 1897; 10: 753-5.
2. ChanP, Cheung WK, KoJT, YangCY, ChenYC, Hsu
X. Radiological manifestations of cardiovocal
syndrome. Zhonghua Yi Xue Za Zhi (Taipei) 1992;
50(6): 448-53.
3.ChanP,LeeCP,KoJT,HungJS.Cardiovocal (Ortner's)
syndrome left recurrent laryngeal nerve palsy
associated with cardiovascular disease. Eur J Med
1992; 1(8): 492-5.
4. Thirwall AS. Ortner's Syndrome: a centenary review
ofunilateralrecurrentlaryngealnervepalsysecondary
to cardiothoracic disease. J Laryngo(Oto) 1997;
111(9): 869-71.
5. Kishan CV, Wongpraparut N, Adeleke K, Frechie P,
Kotler MN. Ortner's syndrome in association with
mitral valve prolapse. Clin Cardiol; 23(4): 295-7.
6. Snell RS. Clinical anatomy for medical students. 4th
ed. Boston: Little, Brown and Company; 1992; p122.
7. Gosling JA, Harris PF, Humpherson JR, Whitemore I,
Willan PLT Human Anatomy: colour atlas and text
3rd ed London: Mosby Wolfe; 1996 p2.23-2.24.
8. YamadaM, HiranoM, Ohkubo H. Recurrentlaryngeal
nerve paralysis. A 10-year review of 564 patients.
Auris Nasus Larynx 1983; 10 Suppl: S1-15.
9. Glazer HS, Aronberg DJ, Lee JK, Sagel SS.
Extralaryngeal causes of vocal cord paralysis: CT
evaluation. ARJAmJRoentgenol 1983; 141(3): 527-31.
10. Ramadan HH, Wax MK, Avery S. Outcome and
changing cause of unilateral vocal cord paralysis.
Otolaryngol HeadNeck Surg 1998; 118 (2): 199-202.
11. Titche LL. Causes of recurrent laryngeal nerve
paralysis. Arch Otolaryngol 1976; 102(5): 259-61.
12. Teixido MT, Leonetti J P. Recurrent laryngeal nerve
paralysis associated with thoracic aortic aneurysm.
Otolarnygol Head Neck Surg 1990; 102(2): 140-4.
13. Condon LM, Katkov H, Singh A, Helseth HK.
Cardiovocal syndrome in infancy. Pediatrics 1985;
76(1): 22-5. Cardiovocal syndrome in infancy 1985;
76(1): 22-5.
14. Morgan AA, Mourant AJ. Left vocal cord paralysis
and dysphagia in mitral valve disease. Br Heart J
1980; 43(4): 470-3.
15. Sengupta A, Dubey SP, Chaudhuri D, Sinha AK,
Chakravarti P.Ortner'ssyndromerevisited.JLaryngol
Otol 1998; 112; 377-9.
C The Ulster Medical Society, 2002.